H ow can you tell the age of a Canadian? By the number of times they have heard Canadian politicians claim that publicly funded health care, free at the point of delivery, is not sustainable and that the survival of the health care system is dependent on the introduction of "patient participation" in meeting the costs of health care. In an age of evidence-based health policy, these claims stand out as a beacon of political hypocrisy and intellectual dishonesty, disregarding both the theoretical reasons and empirical evidence that support first-dollar coverage of health care as a key determinant of the efficient use of health care resources.
On what basis can it be argued that charging patients for health care will save the system? Will it generate muchneeded additional resources to support the health care needs of an aging population? Will it reduce inefficiency by deterring people from visiting physicians unnecessarily? Will it free up much-needed resources to serve those in need, fund other public programs or reduce taxes? Finally, how will the health care system be configured under a regime of patient fees?
Suppose the next federal government were to amend the Canada Health Act to provide provincial administrations with the power to charge patients for insured services without loss of federal transfers. Based on health policies for access to many noninsured services in most provinces, provisions would be made so that certain groups would be exempt from the charges. Families on welfare, elderly people and, possibly, children might expect that they are protected from these charges because their ability to pay is compromised by their place in society. For example, according to Statistics Canada data for 2003, of Canada's 31.5 million residents, over 11 million are either children (≤ 19 years) or elderly (≥ 65 years) and another 3 million are unemployed (see www.statcan.ca /english/Pgdb/demo10a.htm and www.statcan.ca/english /Pgdb/labor07a.htm). Even without considering the working poor, almost half of the population would probably escape charges. Moreover, of the more than 7 million bed-days in acute care hospitals in Ontario, less than one third were occupied by adults under the age of 60 in 2002. 7 In other words, only a relatively small proportion of all contacts would qualify for a charge. So, if we look on patient charges as a type of health-user tax, the tax base immediately shrinks. To raise any particular revenue target from patient charges, the level of charge must be substantial for those users who do not qualify for exemption. Hence, sustainable revenue streams from user charges will depend on a stream of chronically sick nonpoor adults. But the chronically sick are at a higher risk for unemployment and poverty, which means that they are likely to become exempt from charges. In addition, new administrative procedures would need to be set up to determine eligibility for exemption status and to collect fees. In the absence of expanding the number of administrators in health care, an increasing proportion of physiCharging the patient to save the system? Like bailing water with a sieve Stephen Birch DOI:10.1503/cmaj.1040699 cian time would have to be diverted from patient care to health care fee collection.
Even if user charges do not offer substantial revenue streams, surely they will deter people from the trivial and unnecessary use of scarce health care resources. Well, why should they? Initial visits to a physician represent only a small proportion of all physician contacts. The need for ongoing care is determined by the physician in response to the patient expressing some form of health problem. It may be that there is no health care need associated with that problem, but this must be determined by a physician. On what basis are patients supposed to know what is necessary and what is frivolous? Evidence from a major randomized control trial of patient charges showed that the proportions of inappropriate antibiotic use, hospital admissions and lengths of stay were the same with and without user fees. [8] [9] [10] Although this should be sufficient evidence to convince even the "one-eyed" politician or policy-maker, it is also important to consider the nature of any inappropriate use of health care. Evans and colleagues 4 estimated that less than 10% of expenditures under Canada's medicare program were patient-initiated (i.e., the initial visit to the physician), with the rest representing services requested or recommended by the physician. So, basing incentives for efficiency on a policy of patient charges is like using a sieve to bail water from a sinking ship. If unwarranted services are being provided, it would seem more appropriate to aim incentives to deter abuse at those responsible for requesting or delivering the service. That would indicate a shift from item-of-service to population-based forms of provider payment, where the provider, as opposed to the patient or taxpayer, incurs the costs of services from a predetermined budget.
Suppose, however, that the proponents of patient charges are right and that fees deter the healthy from using health care services, leaving only the sick to make demands on the system. What does this mean? Those not needing health care, and hence free of all the adverse consequences of sickness, avoid paying the patient charge, leaving only the sick to pay. The success of a patient charge policy is therefore dependent on only the sick paying the "tax" that a patient charge represents. But if only the sick pay for care, what is the point of having a public health care system? Does this mean that health is something that cannot be subjected to incentive structures used in so many other areas of society? No, it simply means that we need a clear understanding of what determines individual behaviour with respect to the production of health, illness and recovery in populations. Investing in health at the individual and community levels will depend on both the capacity to invest, in terms of access to resources required to promote and protect health, and the rewards to investment, in terms of the value of health improvements produced. 11 The value of improving the prospects of a healthy life in older years may depend on the quality of circumstances one expects to enjoy during those years. Amendments to pension legislation that prevent major corporations from introducing reductions in pension rights of their employees (and retirees) may have a far greater effect on encouraging people to adopt healthier lifestyles than will taxing them if they don't.
